In the other case the skin lesions fluctuated over the same period, but there had never been any change observable in the lungs. Therefore the pathological changes which had taken place in the lungs might be more or less permanent.
The PRESIDENT said that many years ago he had shown before the Section a case of the same type, but with more extensive changes in the bones; there were clear areas not only in the phalanges but also in the lower end of the ulna and radius. That case had responded very well to treatment. But when the patient had been practically well in regard to the skin, the Mantoux reaction still remained negative. He believed Schaumann's view of the disease was that it was due to infection with the bovine strain of tuberculosis. When pulmonary tuberculosis developed the skin lesions cleared up, and from the sputum of at least one case Schaumann had obtained a strain of tubercle bacillus which he regarded as bovine. Schaumann emphasized the fact that most of the patients came from country districts, where they would be liable to contract bovine tuberculosis.
L. B., a man, aged 67, gives a fifteen months' history of blister-formation on parts of the skin liable to injury. The blisters have often been haemorrhagic. They may be as large as two inches across, and form on what appears to be normal skin. The mouth and nose are also involved.
The patient was taken to hospital a year ago for a thorough investigation. Testmeals were given, and blood-calcium, blood-counts, urine, and faeces were all examined but gave no clue to the condition. The clotting-time of the blood was normal.
Treatment, which has been of little benefit, has included arsenic by mouth and by injection; autohsemotherapy, autoserotherapy, calcium by mouth and injection, quinine and hexamine by mouth, germanin intravenously (025, 05, 075, 1, 1, 1, 1 grm. spaced out at three or more days' interval; total 5-5 grm.).
The germanin appeared to have some effect in diminishing the severity and frequency of the blisters and promoting more rapid healing. But it has not prevented the appearance of further crops, and the lesions are as large as ever. A multiform erythema followed the last injection, and the patient complained of irritation of the palms of the hands. Trauma plays an important part in the production of the lesions, and if trauma could be entirely eliminated he would probably remain free. The gentlest contact with a hard surface will cause another blister.
Discussion.-Dr. ELIZABETH HUNT suggested that Dr. Whittle might try bloodtransfusion. She had had a very acute case of the condition, and much help had been obtained by that measure. A further suggestion was treatment by milk diet.
Dr. G. B. DOWLING said that while attending the recent Congress in Vienna he had seen in Professor Artz's Clinic a case of pemphigus which bad been treated with prontosil (Bayer), the dose being six tablets daily. The patient appeared to have responded to the treatment, for the blisters had dried up leaving only scaly areas.
Xanthoma Tuberosum Multiplex.-ELIZABETH HUNT, M.D. Mrs. A. B., aged 47, is a well-nourished, well-developed woman, dark haired and with a florid complexion.
History.-She first noticed yellow spots on her elbow five years ago. These have been growing larger during the last two years; more spots have appeared on the wrists, the palms and the knees, and, in addition, some of the interphalangeal joints have become enlarged and stiff, a swelling has arisen over the left wrist, and the patient now complains of stiffness and pain in the affected joints.
On examination.-The most noticeable group of skin lesions is situated on the extensor surface of the right elbow, and consists of closely-aggregated raised hard tumours, about the size of cherry stones, with shiny surfaces, orange-coloured on the top, their bases being pink and traversed by dilated capillaries. A few discrete raised yellow lesions, pinhead in size, are present on the arm near this group, and there are similar discrete lesions on the wrists, and on the knees, and over the extensor surface of the left elbow. Flat xanthomatous lesions are also present in the folds on the wrists and palms. Over the left wrist on the ulnar side is a swelling about the size of an egg, over which the skin is normal in colour. This swelling seems fibrous in consistency, and gives rise to no subjective symptoms. A smaller swelling is present in the same situation on the right wrist. The interphalangeal joints of both hands are markedly enlarged.
The patient is apparently in good health; she has had no children and no miscarriages; she is at present passing through the menopause. Physical examination revealed only impaired air-entry on the left side, distant breath sounds at the left base. The patient gives a history of bronchitis and pleurisy (left side) six years ago and pleurisy on two previous occasions. No fluid was ever withdrawn, and her doctor told her she had jaundice on the last occasion. Heartsounds normal. Biood-pressure raised (170/90 Fundi normal except for a patch of old chorio-retinitis in the right eye above the disc.
Skiagram of wvrists.-Right wrist: A few small circumscribed areas of osteoporosis visible in os magnum, trapezoid, unciform, and scaphoid. A portion of the cortex of the trapezium is abnormally dense. Left wrist: Minute spots of osteoporosis present in os magnum and scaphoid. Trapezium shows a somewhat larger area of diminished density surrounded by a sclerosed margin. Ulna, radius, and metacarpals present no abnormal features.
Report on section of one of the tumours.-Sections of the nodule cut freshly, by frozen method, show much fat-globules and granules-in the tissue under the surface epithelium, a little being seen in the deeper epithelial cells. The squamous epithelium is keratinized and flattened, this is especially seen, in sections of the first nodule examined. Sections also show fibrosis of the skin. Giant-cells are not seen. A few dilated capillaries are seen in sections of the first nodule.
The interest of this case lies in the evidence of morbid changes in many different tissues in a patient suffering from hypercholesterolemia.
Granulomatous lesions are present in the skin sections which show the characteristic picture of lipoid deposit. The swellings over the wrists suggest involvement of synovial sacs. The X-ray evidence of skeletal involvement is perhaps of greater significance, and invites reference to the bone changes in Hand-Schiiller-Christian's disease, in which an excess of cholesterol in the blood is a constant finding. In a recent article on this condition, entitled "Skeletal lipoid granulomatosis," Professor Fraser1 reviews the cytological changes which occur as the result of increased lipoid content in the body fluids. He supports the view that " its presence at least calls into action the great phagocytic function of the reticulo-endothelium, and wbat is regarded as granulation tissue is but the response of the phagocytic elements in their attempt to deal with the invasion." In an early lesion the centre is occupied by a younger class of cell while the more mature type of xanthoma foam cell is found at the periphery. He says:-" One is left with the impression that the process is one of flow and ebb, the immature cell passing inwards to receive its cholesterol content, and having done so, passing to the periphery laden with its intracellular burden.
"As the lesion develops there is a natural tendency towards fibrosis and the tissue acquires a curious nodular character, an indiscriminate arrangement of fibrous tissue, giant cells, fibroblasts and lipoid deposits, which are partly intracellular and partly free." This is well shown in the sections exhibited. "In bone, the condition is marked by a progressive and extensive decalcification of trabecular and later compact bone. This process of bone removal is one of osteolysis or phagocytosis initiated and accomplished by the larger type of multinuclear giant cell, which is universally found at the periphery of the lesions."
The clinical features of any case will depend on the area in which the lesions occur. In the present instance there is the curious history of jaundice associated with bronchitis and "pleurisy" on the left side and clinical evidence of fibrotic changes at the left base. There is a raised blood-pressure. May this be the result of arterial atheroma, the "nodular xanthonma of arteries" as it has been called? May arterial degeneration, also explain the proteinuria ? What is the significance of the evidence of an old chorio-retinitis ?
With regard to treatment, Fraser reports that good results have followed the use of deep X-ray therapy in Hand-Schiiller-Christian's disease. Would this be advisable in the case under consideration? So far the only treatment has been to recommend a diet excluding foods which are high in cholesterol content. It may be of interest that the patient has always been very partial to liver and kidney, which she states she has been accustomed to take every week.
One further point may be noted-the basal metabolic rate is raised in this case, which does not conform with the finding that blood-cholesterol is inversely proportional to the basal metabolic rate, as in hypothyroidism.
Dr. F. PARKES WEBER said that this case was a very good example of a clinical syndrome which included cutaneous nodular xanthoma and xanthoma of one or more tendon sheaths as well as hypercholesterolaemia. He thought that such cases occurred mostly in adults. To include with this syndrome atheromatous deposits in the aorta as another form of xanthomatosis would perhaps be to go rather far. He considered that the syndrome in the present case had more right to be spoken of as xanthomiiatosis than the Hand-Schiiller-Christian " lipoid-granulomatosis " had. Eruption on Palms: Case for Diagnosis.-J. E. M. WIGLEY, M.B. This patient, a girl, aged 3 years, had an attack of gastro-enteritis at the age of 9 months. Soon after this the palms of both her hands were seen to be " red and hot." They "skinned" in large flakes, and though they became much better they have always remained somewhat pink. She has had recurrent attacks of this redness, heat and scaling ever since. The attacks seem to be related to some gastric disturbance, shown by her being "out of sorts" and "off her food."
At present she appears to be quite a normal, healthy girl, except for the eruption. General physical examination does not reveal anything grossly abnormal.
On the palmar aspect of both hands and fingers, and spreading round on to the dorsal aspect, is a somewhat indurated erythema. Along the border of the palm can be seen the loose ends of some desquamation. A similar, but much less marked condition is present on her feet. There is no evidence of other skin disease.
My first thought, on seeing an exactly similar case (which I had hoped to show to-day) was that the lesion might develop into psoriasis. Another possibility is pityriasis rubra pilaris, but there is no corroborative evidence of either disease. It is obviously not " pink disease," but I cannot suggest a more definite diagnosis.
